Journal ofthe Royal Society of Medicine Volume 71 June 1978 From Dr John Horder Kentish Town Health Centre, 2 Bartholomew Road, London NW5 2AJ Sir, I want to draw attention to a particular part of Professor Morrell's excellent statement in the January Journal (p 5). One thousand doctors graduate in London each year, as he points out. About half of them will become general practitioners but, as things are, they will not opt for London.
There is growing concern about medical care in cities, inner cities in particular. There is about to be a sharp demand for young general practitioners in London -enthusiastic, well-trained replacements for an ageing group of present incumbants.
. There are several reasons why young doctors, so many of whom are now choosing to be general practitioners, are not choosing to work in London. Among them, the relatively low priority given by London teaching hospitals to the problems of medical care in their immediate inner city neighbourhoods is important. The teaching hospitals have a chance to rectify this through their departments of general practice, but we still see two of them with no departments at all, and all but two of the remaining ten with departments starved of money and staff. All other departments of a teaching hospital regard research as an essential background for teaching. Most departments of general practice can only hope, with present resources, to carry out their teaching and service duties.
If young doctors are to enter practices in inner cities, their concern must be roused when they are students. Departments of general practice are not the only parts of teaching hospitals where this can happen, but they do have an unrivalled opportunity to demonstrate vividly the real life of their neighbourhood. What they cannot offer at present is the background of original research which will develop thinking and influence other departments within these fortresses of tradition. (May Journal, p 339) , I would like to draw attention to the high local recurrence rate of 33/ 0 at 5 years. In the 280 clinical stage A cases of breast carcinoma in which I did a con-servative radical mastectomy prior to 1965, the 10year local recurrence rate has been 12% (Handley 1977) . But one must agree with the authors that the results do suggest that enlarging the scope of radical surgery and radiotherapy will have little influence on survival time. The real question is whether the quality of survival is harmed more by mastectomy than by local recurrence. Journal of Chest Diseases (in press)) though our incidence has been lower (5 definite cases in over 400 transplants). I suspect that most transplant centres have similar though unreported experience.
In one of our patients miliary tuberculosis became evident within a few months of transplantation, whilst in the others the time interval from transplantation to clinical evidence of tuberculosis ranged from 1-7 years and one developed ca vitating tuberculosis as a longterm complication of lepromatous leprosy. Two patients were ofAsian extraction. Two further patients early on in our series had been known to have had pulmonary tuberculosis in their youth and were considered quiescent at the time of transplantation. They were therefore treated with prophylactic isonicotinic acid hydrazide (INAH) and paraaminosalicylic acid and neither showed recrudescence of their disease. A further Asian patient, following a visit to Pakistan two years after transplantation, returned to this country with a pyrexia of unknown origin. No definite cause for this was discovered, but a limited course of antituberculous chemotherapy had been given and, after his death, granulomatous lesions were found in his lungs. Tubercle bacilli were never isolated.
In one of our patients the disease appeared to be confined to the lungs only and treatment with antituberculous chemotherapy was curative. In the 3 patients with disseminated tuberculosis, we were Successful in eradicating the infection in 2. The other patient developed jaundice presumably due to rifampicin and both that drug and immunosuppressives had to be withheld.
Difficult though it may be, every attempt should be made to detect the presence of tuberculosis prior to renal transplantation, so that adequate antituberculous treatment can be given before the patient is exposed to immunosuppressive agents. Bell & Williams have demonstrated how difficult it can be to establish the diagnosis of tuberculosis in immunosuppressed patients. All possible diagnostic procedures should be recruited and, if need be, lung biopsies should be undertaken. The dangers of these invasive investigations must, of course, be weighed against the dangers of misdiagnosis. Provided drug toxicity can be avoided, it has been shown that successful antituberculous therapy can be given and the disease cured even in the presence of immunosuppression. Whether or not prophylactic treatment with INAH should be continued after transplantation is uncertain. (February Journal, p 88) was read with much interest and with admiration for its author. His perception of problems and clarity of truths around which solutions may be conceived are highly commendable. Without realizing it, in all probability, he has voiced the sentiments of the overwhelming majority of practitioners in the United States; and we, of course, are not yet subject to a national health care program.
The image of the doctor in this country also is, as Dr Paulley describes, 'duller and greyer' as the doctor is more and more reduced to a statistic or commodity by more and more politically-inspired edicts, many of which picture him as a suppurative and ominous presence in society which requires stringent management. The burgeoning masses of non-medical people intent on managing the practice of medicine is equally noteworthy in the United States. It is hoped that Dr Paulley will not be offended by my plagiarizing his description of such decision-makers as 'men and women whose lack of experience is only matched by ignorance of their own ignorance'.
There is no question in my mind that any and all physicians in this country who read Dr Paulley's dissertation will use it as a reference against which they can balance their own passions, as well as a reference in the persuasion of others regarding the intrusion of politics into medicine. He is to be commended for a beautifully descriptive as well as concise treatise on behalf of the art and science of medicine. Sincerely EDWARD (Cook 1958 , Schenck et al. 1958 ) which does not appear to have been described before, and which may possibly have some bearing on the problem of heart disease. This hydroperoxide potently lowers the interfacial tension (IT) between an aqueous and a lipid phase, at approximately 30 mg/100 ml. I use cyclohexane as the lipid phase. Since cholesterol is a constituent of most membranes, and since the hydroperoxide forms, albeit slowly, in a solution exposed to air, it is evident that the normal body has sufficient means of keeping any concentration of this detergent de-
